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pulmonary toxicity from amiodarone is not precisely known, but
it is estimated to be 1–5%.11 Although the association of PPFE
with amiodarone has not yet been described, given the amount
of lung toxicity cases induced by amiodarone, the multiplicity of
clinical presentations observed, added to the description of PPFE
as a possible pattern associated with lung toxicity induced by
drugs, sustain the hypothesis that PPFE can be the expression of
lung toxicity induced by amiodarone. Moreover, the symptom
regression after the amiodarone suspension and the absence of
radiologic changes before the amiodarone prescription support
the hypothesis of the association between PPFE and amiodarone
intake in this clinical case.
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Cardiovascular disease in Canary Island patients
with chronic obstructive pulmonary disease:
“Spicy Sauce for Our Wrinkled Potatoes”夽
Patología cardiovascular en el paciente con enfermedad pulmonar obstructiva crónica de las islas Canarias. «El mojo picón
de nuestras papas»
To the Editor:
Mojo picon is a typical sauce from the Canary Islands, made
from oil, vinegar and red pepper, which gives it its characteristic
red color. This spicy sauce, used in the olden days by sailors on
the high seas to accompany our famous papas arrugadas - wrinkled
potatoes - when there was nothing else to eat, is the product of
the meeting of different cultures at a time when our islands were a
bridge for trade between the Americas, Europe and Africa. Nowadays, when someone from Canary Islands travels abroad, they are
immediately associated with this dish, which could almost be seen
as their “calling card”. This cultural sauce pot has had its impact not
only on gastronomy, but also on the patients of this autonomous
community.
Although the Canarian population is considered to be phenotypically Caucasian, their ethnic origins differ from the rest of Spain.
The inhabitants of the archipelago are descendants of a mixture of
an aboriginal population from northern Africa and European settlers who arrived in the islands in the 15th century.1 Factors such
as the distance from the continent and the geographical features
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of the islands themselves led to a tendency towards endogamy
over many generations. This, in turn, led to the emergence of
rare diseases in specific areas of the region, for example, familial
hypertrophic cardiomyopathy2 or rare allele variants in alpha-1
antitrypsin deficiency.3 The result of this “genetic selection” is that
chronic pathologies such as cardiovascular or respiratory diseases
may present in more complex forms in inhabitants of the Canary
Islands than in the continental population.1,4
Chronic obstructive pulmonary disease (COPD), for example, is
less prevalent in the Canaries than in the rest of Spain,5 although
several studies seem to suggest that it is more difficult to manage.6,7
Patients in the Canaries have a greater comorbidity burden than
other Spanish cohorts with a similar degree of obstruction,6 complicating their clinical situation. Despite a lower tobacco consumption,
these patients show a high prevalence of cardiovascular comorbidity, even at earlier disease stages; reported rates are higher than
those described in Spain in general,7 in Europe, and in the United
States. Of particular interest are a greater presence of hypertension
(HT), dyslipidemia, obesity, cardiac arrhythmia, and ischemic heart
disease (IHD) (Fig. 1).
Most individuals are prompted to seek medical attention
because of dyspnea. This symptom encompasses multiple qualitative and quantitative parameters, and as a result, is manifested in
this disease in several different ways. The important role of cardiovascular comorbidities in COPD must also be taken into account.
In the Canary Islands, the most symptomatic COPD patients (GOLD
2017 groups B and D) have a 4-fold risk of IHD or heart failure
(HF), and a 2-fold risk of cardiac arrhythmia, diabetes mellitus type
2 (DM2), HT and peripheral artery disease.8 These results differ
from observations reported in other populations: Kahnert et al.9
found that in COPD in the United Kingdom, the most symptomatic
patients had a risk of IHD of less than 2-fold, and that the risk of
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Fig. 1. Characterization of patients with chronic obstructive pulmonary disease in the Canary Islands. Diagram adapted from various studies conducted in the archipelago.
COTE: COPD-specific co-morbidity test; HTN: hypertension.

HF, DM2, or HT remained non-significant. These results underline
the importance of evaluating cardiovascular disease when monitoring symptoms in Canary Islanders, and highlight the risk of
heart disease in subjects with a greater degree of dyspnea and
cerebrovascular accident in patients with increased probability of
exacerbation.10
With regard to the risk of hospitalization, results obtained
in the Lung Health Study11 showed that up to 42 % of first
hospitalizations in patients with mild COPD were due to cardiovascular causes. This must be seen in the light of the results
of the SUMMIT study, which determined that the risk of a cardiovascular event after an exacerbation in COPD patients with
cardiovascular comorbidity increased by 4-fold in the 30 days after
onset, and was as high as 10-fold in patients requiring admission
to hospital.12 A small population-based study conducted in the
Canary Islands evaluating the effectiveness of the administration
of 13-valent pneumococcal conjugate polysaccharide vaccination
in COPD patients with established cardiovascular disease found
that the risk of hospitalization for exacerbation in subjects with
cardiovascular comorbidity increased up to 9-fold compared to
those who did not present this pathology.13 Due to the high cardiovascular burden of patients in our islands, these data reinforce
the need to establish measures to improve the monitoring of
comorbidities and to maximize follow-up in the event of exacerbation.
With regard to the impact of comorbidities on the life
expectancy of these patients, a study published by Divo et al.14 concluded that cardiovascular disease, especially IHD, HF, or cardiac
arrhythmia, has a negative impact on the survival of patients with
COPD in outpatient follow-up. On the basis of the results of that
study, we performed a similar analysis in patients in the Canary
Islands, and found that the impact of cardiovascular disease differs

from the findings of those authors, yet chronic kidney disease
acquired a special relevance in the community of the Canaries. No
significant impact was detected for the presence of IHD,15 but this
may be because this disease is closely and efficiently managed in
the archipelago.
The factors discussed here should lead us to reflect on the differences between the COPD population in the Canary Islands and the
Iberian peninsula or Europe, and to bear in mind the specific particularities of our patients. Just like our wrinkled potatoes with spicy
sauce, this COPD population has its own identity marked by the
complexity of its patients, in which the cardiovascular comorbidity/systemic involvement (what we have colloquially dubbed “the
Canaries phenotype”) plays a significant role, and where the combination of hypertension, dyslipidemia, DM2, smoking and obesity
is part of our day-to-day experience. Given these facts, then, we
must be aware of the need for targeted measures aimed at the correct management of these patients with the goal of improving their
quality of care.
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Cryptococcus neoformans pleuritis in an
immunocompetent patient夽
Pleuritis por Cryptococcus neoformans en paciente inmunocompetente
To the Editor:
The genus Cryptococcus includes different species of encapsulated yeast fungi, of which only C. neoformans is considered a human
pathogen. Its polysaccharide capsule confers virulence by protecting it from phagocytosis and complement activity. Four serotypes
within this species have been described — A, B, C, and D — depending on the components of the capsule. Serotypes A and D are
identified as C. neoformans var. neoformans, and antigens B and
C as C. neoformans var. gattii. The 2 varieties differ both in their
pathogenesis and their geographical distribution. C. neoformans
var. neoformans is distributed worldwide and is associated with
infections in immunocompromised patients, while C. neoformans
var. gattii has been associated with infections in immunocompetent patients, and its distribution is more restricted to tropical and
subtropical countries.1
C. neoformans var. neoformans can affect any individual,
although it is more common in patients with a predisposing factor
(HIV infection, use of immunosuppressive drugs, connective tissue
disease, cirrhosis, etc.).2
Despite the fact that the pigeon feces are the most important
source of infection, these animals do not suffer from the disease.
Humans acquire Cryptococcus infection by the respiratory route,
and transmission from person to person has not been proven.
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Nuestra Señora de la Candelaria (HUNSC), Santa Cruz de Tenerife,
Spain
o

Corresponding author at: Camino Margallo n 29 Vivienda 4 CP:
38206 San Cristóbal de la Laguna (Santa Cruz de Tenerife), Santa
Cruz de Tenerife, Spain.
E-mail address: juanmarcofigueira@gmail.com
https://doi.org/10.1016/j.arbr.2019.07.004
1579-2129/ © 2019 SEPAR. Published by Elsevier España, S.L.U. All rights reserved.

Although the infection tends to enter via the airways, pulmonary
involvement is rare, while the most common presentation is neurological. Pulmonary lesions caused by Cryptococcus vary, and include
nodules, masses, interstitial infiltrates, alveolar consolidation, and
lymphadenopathy.3,4 Pleural effusion, either isolated or associated
with pulmonary disease is a rare manifestation.2–6
We describe a case of pleuritis caused by C. neoformans in an
immunocompetent patient.
Our patient was a 78-year-old man with a history of chronic kidney disease stage 3a, permanent atrial fibrillation, congestive heart
failure with preserved ejection fraction, alcoholic liver disease, and
chronic obstructive pulmonary disease/sleep apnea hypopnea syndrome overlap (COPD + SAHS) receiving treatment with CPAP. He
attended our clinic due to a 4 or 5-day-history of sudden onset
right pleuritic pain, accompanied by increased dyspnea, cough with
expectoration of mucus, and low-grade fever in the afternoon. His
general status on physical examination was good, with blood pressure 139/68 mmHg, heart rate 83 bpm, axillary temperature 37.5 ◦ C,
SatO2 95 % baseline. Mobile right axillary lymphadenopathies were
detected, with no palpable lymphadenopathies in other territories.
Arrhythmias were heard on cardiac auscultation, and pulmonary
auscultation revealed reduced breath sounds in the right lung base
with bilateral rhonchi; no other significant findings were detected
on physical examination.
Clinical laboratory tests were significant for mild anemia and
raised inflammatory markers. Chest radiography revealed right
pleural effusion.
A diagnostic thoracentesis was performed, and the drained fluid
showed biochemical characteristics of exudate: pH 7.45, glucose
121 mg/dl, protein 4.1 g/dl, ADA 24.7 U/l, erythrocytes 25,200 l,
nucleated cells 3100 l (polymorphonuclear 39 %, lymphocytes 23
%, macrophages 38 %, and reactive mesothelial cells). Pleural fluid,
sputum, and blood were collected and sent for culture.
Diuretic treatment with furosemide was intensified and empiric
antibiotic coverage started with ceftriaxone. On day 4 of admission,

